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An unannounced Medicare special focus survey
was conducted 7/14/15 through 7/15/15
Corrections are required for compliance with the
following Federal Long Term Care requirements
The census in this 108 certified bed facility was
96 at the time of the survey. The survey sample
consisted of 10 current resident reviews
(Residents #1 through #10).
F 278 483.20(g) - () ASSESSMENT F 278
Ss=£ ACCURACY/COORDINATION/CERTIFIED Preparation and submission of this plan of correction does not

The assessment must accurately reflect the
resident's status,

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals
Aregistered nurse must si
assessment is completed.

gn and certify that the

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes anocther individual
to certify a material and false statement in a
resident assessment is subject to a civil money
penaity of not more than $5 000 for each

constitute an admission or agreement by the provider of the truth
of the facts alleged or the correciness of the conclusions written
in the statement of deficiencies. This plan of correction

is prepared soley because of the requirements under

state and federal law.

1. Address how correction action will be accomplished for
those residents found to have been affected by the
deficient practice.

Residents #3#4#6 and #9 assessments

were reviewed immediately and modification procedures will be
implemented to correct completed MDS assessments . Clinical
corrections will also be undertaken as necessary to assure that
all residents are accurrately asssesed, care plan is accurate
and all residents are recieveing necessary care.

MDS corrections have been completed and ransmitted as
follows: for

resident #3 (foley catheter and urinary tract infection),
resident #4 (section | active diagnosis related to the fracture),
resident #6( enlry assessment ),

resident #9 (BPH and obstructive uropathy).

assessment.
ARORATORY DIR 7 .; PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X8y DATE
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ny deficiency 5118

ther safeguards provide sufficient protection to the patients (See instructions ) Ex

lowing the date of survey whether or not a plan of correction is provided
ays following the date these documenis are made available 1o the facility.
rogram participation.
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Clinical disagreement does not constitute a

material and false statement. . .
2.Address how the facility will identify other residents having

the potential to be affected by the same deficient practice
This REQUIREMENT s not met as evidenced
by Afl residents have the portential to be affected.
Based on resident interview. staff interview and A 100% MDS assessment audit on residents with foley
clinical record review it was determined that the  cathelers was conducted since 7/16/2015 and is ongoing.
facility staff failed to ensure a complete and
accurate Minirmum Date Set (MDS) assessment
for 4 of 10 Residents in the sample survey.
Resident #3, Resident #4, Resident #6 and
Resident #9.
The Findings Included
1. For Resident #3 the facility staff falled 1o
ensure a complete and accurate Annual Minimum MDS coordinators will be educated by the
Data Set (MDS) assessment with the Corporate Q/A nurse regarding accurately coding
Assessment Reference Date (ARD) of 3/27/15. to include but not limited to
The facility staff failed to code that Resident #3 .
had a Foley catheter. The facility staff also 'S?thm H
incorrectly coded that Resident #3 had a urinary ~2/@gnosis codes

~Criteria for coding UTl's

-Review of assessments

tract infection
The staff development coordinator will inservice the licensed

Resident #3 was a 76 vear old female who was
admitted on 5/13/10. Admitting diagnoses A ‘ TE

nursing staff on the s/s of UTI, including the necessary criteria
for documentation.

3. Address what measures will be put into place or
systemnic changes made fo ensure that the deficient
practice will not

recur.

ncluded, but were not limited to: anxiety,
depression, urinary tract infection, hypertension,
diabetes mellitus. psychosis and a
cerebrovascular accident with aphasia

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Quarterly MDS with an Assessment Reference  The DON or designee will audit 50% of MDS assessments
Date (ARD) of 6/25/15. The facility staff coded  completed weekly for the above issues x 4 months

that Resident #3 had a Cognitive Summary Score anq sybsequently on a random basis of at least 1

of 13. The facility staff aiso coded that Resident  per week until consistent compliance is met for a

#3 s‘*e\qusfed exignsgxfs 333?3%39{13@ {3/2) with minimum of three months.

Activities of Daily Living (ADL's). Tﬁi facility staff - o aiity assurance nurse will review MDS assessments on all
also coded that Resident #3 was totally residents with foley catheters. Audif results will be shared

incontinent of bladder and bowel (3/3). . .
On July 15. 2015 at 9:50 a.m. the surveyor in weekly standards of care and /A meetings.

4. Indicate how the facility plans to monitor its performance
to make sure that solutions are sustained.
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revi %wee Resident #3's clinical record. Review of
the clinical record produced a Nurse Practitioner
(NP} note dated 2/12/15 that read in part .
"MASD (maceration associated skin damage) -
place foley cath (catheter) prevention of skin
breakdown pressure ulcer infection continue with
calmoseptine for barrier urinary incontinence-high
risk UTl's (urinary tract infections) skin
breakdown” (sig)
Continued review of the clinical record produced
a physician order dated 2/12/15 The order read
“Foley catheter once for 1 days Schedule Note:
nsert foley cath-prevent skin breakdown ®
zmreso%zéﬁ MASD risk for infection.” (sic) The
ley catheter was discontinued on 3/24/1
mfﬁe; review of the clinical record produced a
NP note dated 3/24/15 that read in part .. "wants
the catheter gone . urinary management-D/C
{discontinue) foley- v (check) UA+CS (urinalysis
and culture and sensitivity) with /C." (sic)
Continued review of the clinical record produced
Resident #3's vital signs and Nursing Progress
Notes for the time frame of 3/1/15 though
3/31/15. The vital sign records and Nursing
Progress Notes failed to document any
associated signs or symptoms of a UTE. The
Nursing Progress Notes documented that the UA
and C&S was obtained on 3/24/15 and that Foley
catheter was also d‘sccr‘t‘nued on 3/24/15
Further review of the clinical record produced the
results of a U/A and C&S dated 3/27/15 that
documented that the urinalysis showed 2+ blood,
3+ leucocytes, white blood cells to numerous fo
count. The C&S showed that the urine culture
was susceplible {o numercus antibictics. The
facility staff faxed/notified the physician of the
results of the UA and C&S. The physician
ordered Cipro 500mg by mouth every 12 hours
for 7 days.

5. Include dates when corrective action will be completed.
Al corrective action shall be completed on or before

8/28/2015
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Additional review of the clinical record produced

an Annual MDS assessment with an ARD of

3727715 The facibly staff coded that Resident #3

had a Cognitive Summary Score of 13. The

faciity staff aiso coded that Resident #3 required
extensive assistance (3/2) with ADU's. In Section
H. Bowel and Bladder the facility staff coded that

Resident #3 was incontinent of bladder and
bowel The facility staff did not code that
Resident #3 had an indwelling Foley catheter

within the look back period of seven (7) days, In
Section | Active Diagnoses 12300 Urinary Tract

infection (UTH (Last 30 Days) the facility staff

coded that Resident #3 had a UT! in the past 30

aays.
On July 15, 2015 at 10115 a.m. the surveyor
notified the Director of Nursing (DON) and the

MIS Nurse (who was a Licensed Practical Nurse

{LPN}) that Resident #3 had a Foley catheter
nserted on 2/12/15. The surveyor notified the
DON and MDS Nurse that the Foley was

discontinued on 3/24/15. The surveyor notified
the DON and MDS Nurse that Resident #3 had

an Annual MDS assessment with the ARD of
3/27/15. The surveyor notified the DON and

MDS Nurse that the look back pericd for Section
H. Bladder and Bowel was seven (7) days and

the MDS should have captured/coded the
indwelling Foley catheter. The surveyor aiso

niotified the DON and MDS Nurse that four criteria
had to be metl to code/capture & UTH on the MDS
The surveyor notified the DON and MDS Nurse
that the four criteria were signs and symptoms of
a UTI, positive lab results, physician diagnoses
and treatment. The surveyor notified the DON

and the MDS Nurse that review of the chinical
record failed to produce documentation of any
signs or symptoms related to a UTL The
surveyor reviewed the clinical record with the

F278
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DON and MDS Nurse  The surveyor pointed out
the Foley catheter order and discontinuation of
the Foley on 3/24/15. The surveyor also
reviewed the NP note dated 3/24/15, UA and C&S
results and physician order for Cipre The DON
and MDS Nurse were unable o locate
documentation of signs and symptoms of a UT!
The survevor notified the DON and MDS Nurse
that the MDS should not have been coded for a
UTtin the past 30 days as documented signs and
symptoms of a UTH were not documented in the
shnical record
On July 15, 2015 at 5 p.m. the survey team met
with the Administrative Team (AT) that consisted
of the Administrator, DON. two MDS Nurses
{whom were both LPN " s}, the Corporate Quality
Assurance Nurse. the facility Quality Assurance
Nurse, the Dietary Manager, the Staff
Development Nurse (who was a LPN), the
evening supervisor (who was a Registered Nurse
(RNY), the Activiies Director, the Business Office
Manager and the weekend Supervisor (who was
a RN} The surveyor notified the AT that Resident
#3 had a Foley catheter inserted on 2/12/15 for
MASD. The surveyor notified the AT that the
Foley was discontinued on 3/24/15. The surveyor
notified the AT that the Annual MDS with the ARD
of 3/27/15 failed 1o capture the use of an
indweliing Foley catheter. The surveyor notified
the AT that the lock back period for Section H.
Bladder and Bowel was 7 days and the use of the
indwelling Foley catheter should have been
captured/coded on the MDS. The surveyor also
notified the AT that the faciiity staff inaccurately
coded Resident #3 as having a UT! in the past 30
days on the Annual MDS assessment. The
surveyor nofified the AT that signs and symptoms
of a UTi were not documented in the clinical
record: therefore, a UTI could not be
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captured/coded on the MDS.

No additional information was provided prior 1o
exiting the facility as to why the facility staff failed
to ensure a complete and accurate MDS
assessment for Resident #3

2. For Resident #4 the facility staff failed to
ensure that two Minimum Data Set (MDS)
assessments were accurate. The MDS
assessments had the Assessment Reference
Date (ARD's) of 8/26/15 and 7/3/15 The facility
staff falied to code Section | Active Diagnoses
Muscuioskeietal 14000, Other fracture

Resident #4 was an 89 year old fermale who was
originaily admitted on 4/22/13 and readmitted on
G/20/15. Admitting diagnoses included, but were
not limited to: fall, insomnia, dementia with
behaviors, hypertension. rheumatoid arthritis and
a fractured right femur

The most current MDS located in the clinical
record was a 14 Day Medicare MDS assessment
with the ARD of 7/3/15. The facility staff coded
that Resident #4 had a Cognitive Summary Score
of 15, The facility staff also coded that Resident
#4 required extensive assistance (3/2) with
Activities of Dally Living (ADL's). In Section |
Active Diagnoses the facility staff did not code in
14000 that Resident #4 had an "Other Fracture.”
On July 15, 2015 at 8 a.m. the surveyor observed
Resident #4 lying in bed. The surveyor
interviewed Resident #4 regarding her staff at the
facility and her recent fall. Resident #4 informed
the surveyor that g few weeks ago she had gotten
up without assistance and had fell and broke her
i

On July 15, 2015 at 1120 a.m. the surveyor
reviewed Resident #4's clinical record. Review of
the clinical record produced “Progress Notes”
dated 6/16/15 that documented that Resident #4
was found in the floor at the side of her bed.
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Resident #4 complained that her leg hurt and
stated . "don't move my leg . my thigh hurts”
Resident #4 was sent to the hospital emergency
room for evaluation
Further review of the clinical record produced a
"History and Physical’ and a "Physician Order
Sheet” These two documents documenied that
Resident #4 had a right femur fracture.
Continued review of the clinical record produced
a Medicare & Day MDS assessment with an ARD
of 6/26/15. The facility staff coded that Resident
#4 had a Cognitive Summary Score of 15 The
facility staff also coded that Resident #4 required
extensive assistance (3/2) with Activities of Daily
Living (ADL's). In Section | Active Diagnoses the
facility staff did not code in 14000 that Resident
#4 had an "Other Fracture "
On July 15, 2015 at 11:25 a.m. the surveyor
notified the MDS Nurse that the facility staff falled
to capture/code Resident #4's night femur fracture
on the MDS's with the ARD's of 6/26/15 and
713418, The surveyor reviewed Resident#4's
clinical record 1o include the 2 MDS's with the
MDS Nurse. The surveyor pointed out that In
Section | Active Diagnoses was not code in
14000 that Resident #4 had an "Other Fracture "
The surveyor notified the MDS Nurse that "14000
Other Fracture” should have been coded.
On July 15, 2015 at 5 p.m. the survey tleam met
with the Administrative Team (AT} that consisted
of the Administrator, Director of Nurses (DON),
two MDS Nurses (whom were both LPN's), the
Corporate Quality Assurance Nurse, the facility
Quality Assurance Nurse, the Distary Manager,
the Staff Development Nurse (who was a LPN),
the evening supervisor (who was a Registered
Nurse (RN}, the Activities Director, the Business
Office Manager and the weekend Supervisor
(who was a RN). The surveyor notified the AT
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that Resident #4 had a right fermur fracture on
8/16/15 due 1o a fall at the side of her bed. The
surveyor notified the AT that the facility staff had
not coded Section | Active Diagnoses 14000 for
"Other Fracture” on a 5 Day Medicare MDS
assessment with the ARD of 8/26/15 and a 14
Day Medicare MDS assessment with the ARD of
713115 The surveyor notified the AT that the
facility staff failed to ensure a complete and
accurate MDS assessment for Resident #4.

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to ensure complete and accurate MDS's for
Resident #4.

3. For Resident #6, facility staff failed to
complete an entry MDS assessment after a
resident re-entered the facility after a hospital
admission.

Resident #6 was admitted to the faciiity on
6/17/03 and readmitted to the facility on 5/22/15.
Diagnoses included urinary tract infection,
malnutrition, dementia, and depression. The
resident was assessed with long and short term
memory deficits and impaired cognitive skills for
daily decision making.

During clinical record review on 7/15/15, the
surveyor noted that the most recent MDS
assessment was for Discharge, Return
Anticipated on 5/18/15. No subsequent MDS
assessment had been complated.

The director of nursing and MDS coordinator
were notified of the concern on 7/15/15.

4. For Resident #9, facility staff failed to maintain
accurate diagnosis lists on MDS assessments.
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Resident #9 was admitted to the facility on 4/2/15
with diagnoses including HTN, UTI arthritis
fraumatic brain injury, and muscle weakness. The
resident scored 15/15 on the Brief Interview for
Mental Status and was assessed with no signs of
delinum or psychosis

During clinical record review, the surveyor
reviewed the admission MDS assessment with
ARD 4/9/15. The resident was assessed with an
ndwelling catheter. The active diagnoses list
included Section | 1400 benign prostatic
hyperplasia(BPH) and | 1650 urinary obstruction
was not checked  Section | 18000 (additional

diagnoses) listed urinary obstruction NOS, and
BPH w/o obs/luts. The resident’s care plan dated
4712715 listed urethrai catheter related to
dragnosis of obstructive uropathy causing inability
to void and emply bladder, diagnosis’ 600.00
BPH w/o uninary obs/luts.

The surveyor asked the director of nursing and
MDS coordinator which diagnosis was correct
and was given the Skilled Nursing Faciiity
”‘f‘fans‘fer Report dated 3/22/15. The pas* *‘aeéca%

history did not list prostatic hv;}er‘{mpﬁy
assessment included diagnosis of abstmci e
uropathy, The MDS assessment did not reflect
the physician's diagnosis

The administrator, director of nursing, and MDS
coordinator were informed of the concern on
7i156/M15.

5 25(dy ! , P T . . .
315483 25(d) NO CATHETER. PREVENT U Pregaga?gaﬁ and submission of this plan of correction does not
s=£ RESTORE BLADDER . o .

constitute an admission or agreement by the provider of the truth

Based on the resident's comprehensive {cont. on next page.)
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F 315 Continued From page 9
assessment, the facility must ensure that a
resident who enters the facility without an
indweliing Qé&é’h@t@f is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary, and a resident
who s incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by

Based on observation, staff interview, clinical
record review and facility document review it was
determined that the facility staff failed to anchor
and indwelling Foley catheter and 2 Supra-pubic
catheler for 2 of 10 Residents in the sample
survey, Resident #2 and #1.

Additionally, the facility staff failed to provide
medical justification for the use of a Foley
catheter for 1 of 10 Residents in the sample
survey, Resident #3.

1. For Resident #2 the facility staff falled 1o
anchor an indwelling Foley catheter

2. For Resident #3 the facility staff falled 1o

provide medical justification for the use of a Foley

catheter.

3. For Resident #1 the facility staff failed to
anchor a Supra-pubic catheter,

The Findings Inciuded:

1. For Resident #2 the facility staff failed to
anchor an indwelling Foley catheter

Resident #2 was a 76 vear old male who was
admitted on 7/24/14 Adm‘ﬁ'ng diagnoses
included, but were not limited to: dementia with
behaviors, gastrostomy fube placement, urine
retention, hypertension, urinary tract infection and
bacterial pneumonia.

F 315
{continued from previous page)
of the facts alleged or the correctness of the conclusions written
in the statement of deficiencies. This plan of correction
is prepared soley because of the requirements under
state and federal law.

1. Address how correction action will be accomplished for
those residents found 1o have been affected by the
deficient practice.

Hesident # Z and #1 had their foley catheters anchored
immediately to maintain a safe environment.

Resident #3 had foley discontinued prior to the start of the
survey

100% of all residents with an indwelling catheter

and or those at risk as evidenced by NP assessments will
be audited for medical justification. DON or

designee will ensure a standards of care review for all.
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The most current Minimum Data Set (MDS)
located in the clinical record was a Quarterly MDS
assessment with an Assessment Reference Dale
of 4/11/15. The facility staff coded that Resident
#2 had short and long term memory impairment
(1/1) and was moderately impaired with daily
decision making regarding Activities of Daily
Living (ADL's}. The facility siaff coded that
Resident #2 required exiensive assistance (3/2)
with ADL's. In Section H. Bowe! and Bladder the
facility staff coded that Resident #2 had an
indwelling urethral catheter.

On July 15, 2015 at 7:45 a.m_ the surveyor
observed Resident #2 lying in bed on his right
side. The surveyor observed a Foley catheter
tubing extending from the left hand side of the
bed covers. The surveyor observed a Certified
Nursimg Assistant (C N A #1) walking in the
hallway. The surveyor asked for CN.A {(#1)11o
step Into Resident #2's room. The surveyor
informed the C N A (#1) that she wanted to see if
Resident #2's catheter was anchored. The
C.NA #1) lifted Resident #2's bed covers. The
surveyor and C.N A (#1) observed Resident #2
lying on his right side with his knees bend at 90
degrees. Resident #2's heels were almost
touching his diaper in the buttocks area. The
surveyor and C.N. A, (#1) observed that the Foley
catheter was exiting the back of the diaper. No
anchor was observed. The surveyor and C. N A
(#1) also observed that the Foley catheter tubing
and the urinary drainage bag tubing were
completely encompassing Resident #2's left
ankle.

On July 15, 2015 at 7:50 a.m . the surveyor
notified the Unit Charge nurse, who was a
Licensed Practical Nurse (LPN #2) that Resident
#2's Foley catheter was not anchored and that
the Foley catheter tubing and urinary dramnage

3. Address what measures will be puf into place or

Preparation and submission of this plan of correction does not
constitute an admission or agreement bt the provider of the
truth of the facts alleged or the correciness of the conclusions
written in the statement of deficiencies. This plan of correction
is prepared soley because of the requirements under

siate and federal law.

2.Address how the facility will identify other residents having
the potential to be affected by the same deficient practice
All residents have the portential to be affected.

A 100% assessment audit on residents with foley

catheters was conducted since 7/16/2015 and is ongoing.

systemic changes made fo ensure that the
deficient practice will not recur.

The staff development coordinator and or designee will
in-service ail certified and licensed nursing staff on the
care and use of indwelling cathelers. Inservices will inciude
but not be limited fo

a) acceptable diagnosis for indwelling catheter use.

b} catheter care and anchoring of the related tubing.

Al residents with indweliing catheters will be
revigwed at weekly standards of care meeling.
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%iiéﬁ?% Fffggﬁ‘:z?g;egi{?:mfzp?jv;g% 4. Indicate how the facility plans to monitor its performance
iaent #2 IKIE. i ne survey to make sure that solutions are sustained
LPN (#2) if Resident #2's Foley catheter was ' ) ’
supposed to be anchored and LPN (#2) stated . . . . -
"%’55” = “ (#2) st § The unit managers' or designees’ daily rounding will include
On July 15, 2015 at 810 a.m. the surveyor buzhm;gi %;@e; fimited fo the following pertaining to indwelling
notified the Director of Nursing (DON) that catheters. _
Resident #2's Foley catheter was not anchored a}ﬁathﬁe’ﬁer éa{}mg is safely secured and appropriately
anchored.

and that the Foley catheter tubing and urinary

drainage bag tubing were completely ] ) ]
encompassing his left ankle. The surveyor DON or designee will do a 100% audit of current residents

requested a copy of the facility policy and with orders for indwelling catheters to ensure there is
procedure for catheter care. medical justification,

On July 15, 2015 21 820 a.m. the surveyor
reviewed Resident #2's clinical record. Review of DON or designee will audit new orders for indwelling

the c%ig%ca% %’&C&%’Q @sségced physician c:;iefs catheters for medical justification. The audit will be ongoing.
Physician orders included, but were notlimited to:  All results will be shared in standards of care and quality
"Foley Catheter Every 14 days continuous assurance meetings.

Change Foley Catheter drainage bag g (every) 2
weeks DX (diagnoses) Foley catheter care.
RETENTION OF URINE " {sic)

On July 15, 2015 at 5 p.m. the survey team met
with the Administrative Team (AT) that consisted
of the Administrator, DON, two MDS Nurses

(whom were both LPN's), the Corporate Quality 5. Date when corrective action will be completed
Assurance Nurse, the facility Quality Assurance All corrective action shall be completed on or before
Nurse, the Dietary Manager, the Staff 8/28/2015

Development Nurse (who was a LPN), the
evening supervisor (who was a Registered Nurse
(RNM}}, the Activities Director, the Business Office
Manager and the weeskend Supervisor {(who was
a RN} The surveyor notified the AT that Resident
#2°s Foley catheter was not anchored o prevent
excessive tension of the urinary meatus. The
surveyor also notified the AT that the Foley
catheter tubing and urinary drainage bad tubing
were completely encompassing Resident #2's left
ankle.

On July 15, 2015 2t 510 p.m. the DON hand
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deiivered a document that had been copied from
a book and was titled . "374 (page) Indwelling
Urinary Catheter Care and Removal” The
document read in part . "Tape catheter (o the
patient's abdomen or thigh to prevent pressure on
the urethra at the penoscrotal junction, which can
tead to formation of urethrocutaneous fistulas.
Taping this was also prevents traction on the
bladder and alteration in normal direction of urine
flow in males. As an aiternative, secure the
catheter {o the patient's thigh using a leg band
with & Velcro closure. This method decreases
skin irritation, especially in patients with long-term
ndwelling catheters”

No additional information was provided prior o
exiting the facility as to why the facility staf failed
to anchor Resdent #2's indwelling Foley catheter
2. For Resident #3 the facility staff falled o
provide medical justification for the use of an
indwelling Foley catheter.

Resident #3 was a 76 year old female who was
admitted on 5/13/10. Admitting diagnoses
included, but were not limited to: anxiety,
depression, urinary tract infection, hypertension,
diabetes meliitus, psychosis and a
cerebrovascular accident with aphasia.

The most current Minimum Data Set (MDS)
assessment located in the clinical record was a
Quarterly MDS with an Assessment Reference
Date (ARD) of 6/25/15  The facility staff coded
that Resident #3 had a Cognitive Summary Score
of 13, The facility staff also coded that Resident
#3 required extensive assistance with Activities of
Daily Living (ADL's). The facility staff also coded
that Resident #3 was fotally incontinent of bladder
and bowel (3/3).

On July 15, 2015 at 9:50 a.m. the surveyor
reviewed Resident #3's clinical record. Review of
the ciinical record produced a Nurse Practitioner
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(NP} note dated 2/12/15 that read in part
"MASD (maceration associated skin damage) -
place foley cath (catheter} prevention of skin
breakdown pressure ulcer infection continue with
calmoseptine for barrier urinary incontinence-high
risk UTHs (uninary tract infections) skin
breakdown " {sic)
Maceration associated skin damage is the
softening and breaking down of skin resulting
from prolonged exposure to moisture.
Continued review of the clinical record produced
a physician order dated 2/12/15. The order read
"Foley catheter once for 1 days Schedule Note:
nsert foley cath-prevent skin breakdown ®
unresolved MASD risk for infection.” {sic} The
Foley catheter was discontinued on 3/24/15.
Additional review of the clinical record failed to
document that Resident #3 had a pressure ulcer
or any medical justification for the use of the
Foley catheter
On July 15,2015 at 10:15 a.m. the surveyor
notified the Director of Nursing (DON) and the
MDS Nurse (who was a Licensed Practical Nurse
(LPN)) that Resident #3 had a Foley catheter
inserted on 2/12/15. The surveyor notified the
DON and MDS Nurse that a medical justification
had not been documented for the use of the
Foley catheter. The surveyor notified the DON
and MDS Nurse that Resident #3's diagnoses for
the use of the Foley catheter was maceration of
the skin. The surveyor notified the DON and
MDS Nurse that maceration was caused by
incontinence and being wet for extended periods
of ime. The surveyor notified the DON and MDS
Nurse that incontinence and maceration were not
medically justified diagnoses for the use of a
Foley catheter. The surveyor notified the DON
and MDS Nurse that the facility staff should have
kept Resident #3 clean and dry, implemented

F 315
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F 315 Continued From page 14
other interventions such as a toileting program
rather than inserting a Foley catheter
On July 15, 2015 at 5 p.m. the survey team met
with the Administrative Team (AT} that consisted
of the Administrator, DON, two MDS Nurses
{whom were both LPN's), the Corporate Quality
Assurance Nurse, the facility Quality Assurance
Nurse, the Dietary Manager. the Siaff
Development Nurse {(who was a LPN), the
evening supervisor (who was a Registered Nurse
(RN}, the Activities Director, the Business Office
Manager and the weekend Supervisor {who was
a RN). The surveyor notified the AT that Resident
#3 had a Foley catheter inserted on 2/12/15 for
MASD. The survevor notified the AT that
maceration was caused by incontinence and
being left wet for extended periods of time. The
surveyor notified the AT that incontinence was not
an acceptable medical justification for the use of
a Foley catheter,
No additional information was provided prior to
exiting the facility as to why the facility staff failed
to provide/obtain medical justification for the use
of g Foley catheter for Resident #3.
3. For Resident #1. facility staff failed to anchor a
suprapubic catheter,
Resident #1 was admitted to the facility 11/14/12
with diagnoses including HTN, aphasia, late
effect hemiplegia, neurogenic bladder, and status
post above the knee amputation. On the 4/16/15
guarterly MDS assessment, the resident scored
3/15 on the brief interview for mental status and
was not assessed with signs of delirium or
psychosis,
On 7/15/15 at approximately 8 AM, the surveyor
asked CNA #1. who was caring for the resident if
the resident's catheter was anchored. She lifted
the covers and said that it was not. The surveyor
asked the director of nursing if the catheter
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should be anchored. She said that it should be
anchored.

Chinical record review reveled a physician order
dated 8/28/13 for anchor catheter tubing and
check placement g shift and pm.

On July 15,2015 a1 510 pm. the DON hand
delivered a document that had been copied from
a book and was blled . "374 (page) Indwelling
Urinary Catheter Care and Removal” The
document read in part . "Tape catheter to the
patient's abdomen or thigh to prevent pressure on
the urethra at the penoscrotal junction, which can
lead to formation of urethrocutaneous fistulas.
Taping this was also prevents traction on the
biadder and aiteration in normal direction of urine
flow in males”

The administrator and director of nursing were
notified of the concern during a summary meeting
on 7/15/15.

483 25(h) FREE OF ACCIDENT F323

HAZARDS/SUPERVISION/DEVICES o ] )
Preparation and submission of this plan of correction does not

The facility must ensure that the resident constitute an admission or agreement by the provider of the trut
environment remains as free of accident hazards of the facts alleged or the correctness of the conclusions written
as is possible; and each resident receives in the statement of deficiencies. This plan of correction
adequate supervision and assistance devices o is prepared soley because of the reguirements under

prevent accidents. state and federal law

This REQUIREMENT 15 not met as evidenced
by:

Based on observation, staff interview, clinical
record review and faciity document review it was
determined that the facility staff failed to ensure
an environment free of accident hazards for 1 of
10 Residents in the sample survey, Resident #2.
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The Findings Inciuded:
1. For Resident #2 the facility staff failed 1o
ensure an environment of accident hazards. The
facility staff failed to anchor an indwelling Foley
catheter. The Foley catheter tubing and urinary
drainage bag tubing were completely
gncompassing Resident #2's left ankle.
Resident #2 was a 76 year old male who was
admitted on 7/24/14. Admitting diagnoses
included, but were not limited o) dementia with
behaviors, gastrostomy tube placement, urine
retention, hypertension, urinary tract infection and
acterial pneumonia.
The most current Minimum Data Set (MDS)
located in the clinical record was a Quarterly MDS
assessment with an Assessment Reference Date
of 4/11/15. The facility staff coded that Resident
#2 had short and long term memory impairment
{171} and was moderately impaired with daily
decision making regarding Activities of Dally
Living (ADL's). The facility staff coded that
Resident #2 required extensive assistance (3/2)
with ADLU's. In Section H. Bowel and Bladder the
facility siaff coded that Resident #2 had an
indwelling urethral catheter,
On July 15 2015 at 745 a m_the surveyor
observed Resident #2 lving in bed on his night
side. The surveyor observed a Foley catheter
tubing extending from the left hand side of the
bed covers. The surveyor observed a Certified
MNursing Assistant (C.N.A. #1) walking in the
hallway. The surveyor asked for CN.A (#1) 1o
step into Resident #2's room. The surveyor
informed the C N.A. (#1) that she wanted to see if
Resident #2's catheter was anchored. The
C.N A (#7) lifted Resident #2's bed covers. The
surveyor and CN A (#1) observed Resident #2
lying on his right side with his knees bend at 90
degrees. Resident #2's heels were almost

1. Address how correction action will be accomplished for
those residents found 1o have been affected by the
deficient practice.

Resident # 2 was made safe immedialely by anchoring

catheter and freeing it from encompasing his left ankie.

2 Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice

All residents have the portential to be affecied.

A 100% safely assessment audit on residents with foley

catheters was conducted since 7/16/2015 and

is ongoing.

3. Address what measures will be put inlo place or systemic
changes made 10 ensure that the deficient practice will not
FECUr.

All certified and licensed staff inservice was Initiated
on 7/23/2015. The staff development coordinator
will complete inservices..

Topics will include but not be limited fo the following:

a) Catheter care and anchoring of tubing .

b) Review of catheter tubing to ensure an accident and
hazard free environment.

¢} placement checks of legs knees and feet.

Ongoing review and audits will be shared at weekly standards
of care and quality assurance meetings.
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touching his diaper in the butiocks area. The
surveyor and CN A (#1) observed that the Foley
catheter was exiting the back of the diaper No
anchor was observed. The surveyor and C N A
(#1) also observed that the Foley catheter tubing
and the urinary drainage bag tubing were
completely encompassing Resident #2's left
ankle.
On July 15, 2015 at 7:50 a.m. the surveyor
notified the Unit Charge nurse, who was a
Licensed Practical Nurse (LPN #2) that Resident
#2's Foley catheter was not anchored and that
the Foley catheter tubing and urinary drainage
bag tubing were completely encompassing
Resident #2's left ankle. The surveyor asked
LPN (#2) if Resident #2's Foley catheter was
supposed o be anchored and LPN (#2) stated,
"Yes " The surveyor informed LPN (#2) that if
Resident #2 had straightened out his legs if would
have pulled out the Foley catheter with the bulb
inflated.
On July 15, 2015 at 810 a.m. the surveyor
notified the Director of Nursing (DON) that
Resident #2's Foley catheter was not anchored
and that the Foley catheter tubing and unnary
drainage bag tubing were completely
encompassing his left ankle. The surveyor
requested a copy of the facility policy and
procedure for catheter care.
Or July 15, 2015 at 8:20 a.m. the surveyor
reviewed Resident #2's clinical record. Review of
the clinical record produced physician orders.
Physician orders included, but were not limited to:
"Foley Catheter Every 14 days continuous
Change Foley Catheter drainage bag g {every) 2
weeks DX (diagnoses) Folet catheter care.
RETENTION OF URINE." (si¢}
On July 15, 2015 at 5 p.m. the survey team met
with the Administrative Team (AT) that consisted

F 323

4. Indicate how the facility plans to monitor its performance
to make sure that solutions are sustained.

The unit managers’ or designees’ daily rounds will include
resident positioning specific to indwelling catheter
placement, physical and environmental safety of tubing.
Review shall be ongoing. Reporting shall ocour in the daily
standup meelings, weslkly standards of care and quality
assurance reviews.

5. Date when corrective action will be completed

All corrective action shall be completed on or before
B/28/2015
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N o Preparation and submission of this plan of correction does not
The facility must post the following information on constitute an admission or agreement by the provider of the truth

a daily basis: of the facts alleged or the correctness of the conclusions written
o Facility name. in the statement of deficiencies. This plan of correction
o The current date. is prepared soley because of the requirements under

o The §ﬁ§ai ngmber and .t?ze agiﬁai hours worked state and federal law.
by the following categories of licensed and
unlicensed nursing staff directly responsible for 4 Address how correction action will be accomplished for

resident care per shift those residents found to have been affected by the
- Registered nurses. ‘ deficient practice.
- Licensed practical nurses or licensed
%ﬁiﬁggjﬁg;?ii?s{:z feiﬁeﬁ under State law).  tpe faility posted the daily schedule of nursing staff in
e ’ a prominent place readily accesible to residents and
o Resident census. o
visitors on 7/16/2015

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of sach shift. Data must be posted as follows:

o Clear and readable format.

2.Address how the facility will identify other residents having the
potential to be affected by the same deficient praclice

o in a prominent place readily accessible to All residents have the potential to be affected.

residents and visitors. 3. Address what measures will be put into place or systemic
changes made o ensure that the deficient practice will not

The faciiiy must, upen oral or written request, recur.

make nurse staffing data available 1o the public
for review at a cost not to exceed the community  The DON and or designee will ensure the daily posting
standard. of the nursing staffing data for each shift.

The facility must maintain the posted daily nurse 4 nqicate how the facility plans to monitor its performance
staffing data for a minimum of 18 months, or as to make sure that solutions are sustained
required by State law, whichever is greater. ) ’

The area of posting for the schedules will be monitored
This REQUIREMENT is not met as evidenced by the D‘QN or designee on a daily basis. Monitoring shall
by: be ongoing.

Based on observation and staff interview, facility 5. Date when corrective action will be completed
staff failed to post the total number and actual All corrective action shall be completed on or before

hours worked by each category of licensed and 8/28/2015
unlicensed nursing staff directly responsible for
resident care per shift.
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F 323 Continued From page 18 F 323
of the Administrator, DON, two MDS Nurses
{whom were both LPN's}. the Corporate Quality
Assurance Nurse, the facility Quality Assurance
Nurse, the Dietary Manager, the Staff
Development Nurse {(who was a LPN), the
evening supervisor (who was a Registered Nurse
(RN}, the Activities Director, the Business QOffice
Manager and the weekend Supervisor (who was
a RN}, The surveyor notified the AT that Resident
#2's Foley catheter was not anchored o pravent
excessive tension of the urinary meatus. The
surveyor also notified the AT that the Foley
catheter tubing and urinary drainage bad tubing
wera completely encompassing Resident #2's left
ankle and if he had straightened out his legs #t
would have pulled the Foley catheter out with the
bulb still being inflated.

On July 15, 2015 a1 510 pm. the DON hand
delivered a document that had been copied from
a book and was titled . "374 (page) Indwelling
Urinary Cathster Care and Removal” The
document read in part . "Tape catheter to the
patient's abdomen or thigh to prevent pressure on
the urethra at the penoscrotal junction, which can
lead to formation of urethrocutanecus fistulas.
Taping this was also prevents fraction on the
bladder and alteration in normal direction of urine
flow in males. As an alternative, secure the
catheter to the patient’s thigh using a leg band
with a Veicro closure. This method decreases
skin irritation, especially in patients with long-term
indwelling catheters”

No additional information was provided prior to
exiting the facility as to why the facility staff failed
to ensure an environment free of accident
hazards.

F 356 483.30(e) POSTED NURSE STAFFING F 356
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On entering the facility on 7/14/15, the surveyor
was unabie to locate staffing posting. The
surveyor asked at the nurse’s station where the
nurse staffing totals were posted  Staff offered a
foider containing "Autumn Care Daily Nursing
Schedule” which was on a counter behind the
nurse's station. The surveyor asked where the
staffing was posted so that visitors would know
how many nurses and aids worked that day and
how many hours they worked Staff said they
didn't think they did that.

On 7/14, the administrator and director of nursing
confirmed that the information was not posted.
The administrator was able to provide the hours
worked information from the payroll system. Both
acknowledged there was no process for posting
required nurse staffing information.

(X4) 1t [
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